Consider the American health care system as an automobile. Four dashboard meters provide information on overall vehicle performance. The meters tell us how the engine is functioning in terms of cost, quality, access, and equity. Currently, all 4 meters indicate an urgent need for repair. Our health care system uses up a higher proportion of gross domestic product than any other system in the world. 1 Yet the quality of care it delivers is appallingly low. 2'a It fails to cover even basic services for over 40 million people. 4 And it apportions care irrationally and inequitably, such that minority groups with the greatest burden of illness receive the fewest services. 5
mentation of HCRA, and compared these rates with those in New York, which did not abandon all-payer rate setting until later. They found that, overall, inpatient mortality rates declined in both states for all groups except uninsured African Americans in New Jersey. In that group, mortality from the 5 conditions for which hospitalization is generally considered to be non-discretionary rose from 12.3% to 13.9% (see erratum in the forthcoming December 2006 issue of JGIM). In stratified analyses, racial disparities in New Jersey's mortality rates relative to New York's worsened after HCRA for acute myocardial infarction (AMI), but not for the 6 other conditions, s Prior studies by this group of investigators demonstrated, similarly, that mortality rates for the uninsured in New Jersey compared with New York worsened after HCRA for AMI, but not for the other conditions examined. 9' lo On the surface, these findings might seem somewhat reassuring, in that no systematic rise in mortality or exacerbation of disparities was observed. On closer consideration, though, the findings are disturbing. First, AMI was probably the one condition most "sensitive" to changes in payment policies. It is a condition with a relatively high case fatality rate that has declined dramatically over time with the advent of technologically sophisticated, lifesaving coronary interventions, and effective but expensive new pharmaceuticals. In their previous work, Volpp et al.9 demonstrated that the use of coronary revascularization in New Jersey was lower than in New York after HCRA, offering one potential explanation for the rise in relative AMI mortality in New Jersey. For the other conditions examined--hip fracture, stroke, pulmonary embolism, gastrointestinal bleeding, congestive heart failure, and pneumonia-survival to hospital discharge is not as dependent on the use of expensive technology and drugs and is therefore likely not to be as cost-sensitive. Second, mortality is a blunt indicator of quality. If the change in policy resulted in higher relative mortality rates and worsening disparities at all, for any condition, it represents an alarming system failure. If the implementation of HCRA was associated with excess AMI mortality, one can presume that it was also associated with other, less drastic, more "proximal" adverse outcomes, such as the development of cardiomyopathy, slower recovery and return to work, and lower quality of life. In other words, the observed consequences of HCRA on AMI mortality rates may represent only the tip of the iceberg of its negative impact on quality and equity.
It makes sense that price competition--with its resulting reductions in hospital margins, fewer available funds to cover uncompensated care, and incentives to limit the use of expensive services--might adversely affect uninsured patients with AMI. And the simplest explanation for the worsening racial disparities in relative AMI mortality observed in this study, as suggested by the authors, is that African Americans are more likely to be uninsured or publicly insured, and that in a competitive environment, hospitals might limit services most for these patients, s It is not readily apparent, from the results presented in the paper, whether the exacerbation of racial disparities in AMI mortality can be attributed solely to higher rates of uninsurance among African Americans. An interesting alternative hypothesis is that the time pressures and bottom-
